veterans, combat exposure pexse appears to be the most reliable wartime predictor of PTSD, 3 -6 especially exposure to atrocities. 4 -Precombat personality vulnerability to the development of PTSD symptoms, however, remains poorly charted territory. First, few prospective studies have sought psychological risk factors that predispose individuals to the development of PTSD. 3 -5 Second, because during the Vietnam War the undereducated and the socially disadvantaged were at greatest risk for combat exposure, 4 -7 it was hard to separate the role of these variables from that of combat in the etiology of PTSD.
Data from The Study of Adult Development, initiated in 1938, have allowed us to study prospectively 107 young men as prewar college students, as recently returned WW II overseas veterans, and then, four decades later, as 65 year old grandfathers.
In this report, we will first examine whether "chance"
alone determines a person's degree of combat exposure, as Hendin & Haas 8 suggest, or whether there are premorbid factors which may predispose vulnerable individuals to participate in dangerous combat. Second, we will seek to identify premorbid variables which either predispose an individual to PTSD symptoms or which protect individuals with high combat exposure against their future development. Third, we will examine the relative contributions of psychological vulnerability per se and severe combat trauma ££I se to the development of PTSD symptoms and their persistence into middle life. Finally, we will note the effects of combat and/or PTSD on men's lives at age 65.
METHODS:
Subjects: The original study group of the "Grant Study of Adult Development"
consisted of 268 undergraduates who were chosen by the Harvard University
Health Services from the classes of 1939-1944. The men were selected during their sophomore year for being in the top half of their class, being physically and mentally healthy, and being viewed by the college deans as having the potential for success. 9 -10 Nineteen of the men withdrew from the study early or died in WW II. Of the remaining 249 men, 152 served overseas and were potentially at risk for combat; 107 of these men were alive and returned questionnaires in 1988.
All of the men were intensively studied in a multidisciplinary fashion before
World War II; most were also personally interviewed directly after WW II and again between the ages 47-57. Physical examinations have been obtained every 5 years since age 45. The men have also been followed by means of biennially mailed questionnaires for 50 years or until death .
Measures:
I.
PREWAR VARIABLES (n=152):
a Methods and reliability are discussed elsewhere. each man based on all available data using the methodology described elsewhere. 16 The scores assigned to the men were as follows: 1 = no alcohol abuse; 2 = met PSM-IH criteria for alcohol abuse; and 3 = met DSM-IH criteria for alcohol dependence.
e -Evidence-for Major Depressive Disorder before age 50: Since the DSM-IH criteria were not developed until almost 10 years later each man was rated on objective signs of major depressive disorder present before age 50 by an independent psychiatrist. Items included: diagnosed significantly depressed by a clinician, relatives with major depression, anti-depressant medication, anergia or anhedonia, suicidal preoccupation, manic symptoms, and neurovegetative signs. 
Data Analysis:
Because many statistical comparisons were being considered, some could be minimally significant by chance. The
Bonferroni correction was not done because it would have been overly conservative; instead we elected to use p<.03 as the test of minimal significance.
RESULTS:
As shown in Table 1 excluding the 13 drops and 6 WW II deaths, ninety percent (224) of the 249 Grant Study men entered the armed forces at an average age of 22. Of these 224 men 152 (68%) served overseas for at least one month and 54 men were rated high on the Combat Exposure Scale (scores 7-10).
All were assessed for symptoms of PTSD in 1946. This group of 152 men will be used in those analyses concerned with the health of the men, and where attrition needed to be minimized for statistical power.
Of the 152 men, 25_ had died prior to 1988 and 20 did not return the 1988 questionnaire. Tables 2 and 3 2!l£-Contribution of Psychological Vulnerability to PTSD; Premorbid psychological vulnerability was not associated with combat, but it was with trait neuroticism measured four decades later (Table 2) . Civilian stress symptoms were highly correlated with neuroticism (rho=.53, Table 3 ). In contrast, the number of PTSD symptoms and physical symptoms with danger was significantly associated with combat but not associated with neuroticism ( Multiple regression revealed that of the 4 potential premorbid predictors of PTSD symptoms-poor childhood, psychological soundness in college, physical symptoms with stress and combat exposure, only combat exposure made a significant statistical contribution to PTSD symptoms (t=4.09, df 144, p= .0001). Table 3 illustrates that symptoms of PTSD reported in 1946 were not significantly correlated with evidence of major depressive disorder, with alcohol abuse, or poor psychosocial adjustment. However, trait neuroticism measured at age 65 years was significantly correlated with these diverse indices of poor mental health measured throughout the life span (including bleak childhood, psychiatrist utilization, immature defenses, and poor psychosocial outcome at age 47 and age 65). Consequences of Combat and of PTSD: Table 3 shows that after the war men with high combat exposure continued to report increased symptoms of PTSD 40 years later. Such men were also more likely to be in Who's Who in America, and to enjoy a good psychosocial outcome, mature defenses, and low neuroticism. However, exposure to high combat predicted poor future physical health. Fifty-six percent of the 54 men who experienced heavy combat (and 59% of the subsample of 27 men who experienced heavy combat and. PTSD symptoms) were chronically ill or dead by age 65. Excluding the 6 war related deaths, only 39% of the remaining 192 men for whom health data was available suffered similar physical morbidity (chi: square 5.6 df = 1, p<.02).
DISCUSSION:
On the one hand, to clarify the enduring effects of wartime stress the present study group has four serious disadvantages. First, it excludes men with four of the most important predisposing factors for PTSD: low socio-economic status, minority group membership, poor education and low military rank. 4 ' 21 Thus, in spite of heavy combat exposure our study group experienced relatively few PTSD symptoms. Second, our PTSD scales had to be derived from information available in 1946 rather than derived from more recently devised assessment tools like the 35 item Mississippi Scale 13 On the other hand, our study group enjoys two redeeming advantages.
First, it provides a means of studying the symptoms of PTSD prospectively over the entire life course with the most important confounding variables like antisocial personality, childhood abuse and social disadvantage excluded.
Second, our community sample was collected without the distorting effects of psychiatric patienthood or potential secondary gain due to disability claim status.
The present study lends support to the importance of distinguishing post-traumatic dissociative disorders from most anxiety disorders. Spearman correlation coefficients * p = <.03 **p < .001
